The medical profession is not immune to the phenomenon of sexual violence [1] [2] [3] [4] [5] . More than 50% of women faculty and students in medicine have reported being sexually harassed [1, 2] . We in medicine have been aware of gender discrimination and the differential when it comes to salaries, promotions, funding, and publications for some time now [6] [7] [8] [9] . The #MeToo movement [10] , however, served as a catalyst for the outpouring of call-for-action commentaries [11] [12] [13] [14] and the sharing of personal stories about sexual harassment in our workplaces [15] [16] [17] . It is clear that we have not done enough to address sexual harassment in our profession.
In the February 2019 issue of Academic Psychiatry, four articles examine different aspects of sexual harassment. McAdams [15] shares a personal account of being sexually harassed as a trainee and describes the trauma and growth from the lens of a psychiatrist who now works with patients who are survivors of abuse. Michael et al. [18] highlight both the high prevalence of inappropriate sexual behavior of patients toward trainees and the lack of training on how to handle such behavior. Coverdale et al. [19] discuss that sexual violence against women with psychiatric disorders has been missing from the conversations related to #MeToo. Finally, Wainberg et al. [20] propose that a takeaway lesson from the #MeToo movement is to teach about sexuality as a mental and physical health issue.
These articles shine a light on the fact that we in medicine might have been naïve in thinking that we are less susceptible to the problem, but if one looks at the underlying circumstances that favor sexual harassment, such as gender imbalances, uneven power structures, and promotional tracks, they are clearly present in medicine [1, 3, 14] . Attending physicians and senior leadership hold tremendous power over trainees and junior faculty. Many of the reports about sexual harassment are from trainees (current or former), although sexual discrimination permeates medicine at all levels [1, 2, 14, 15] . We must recognize that our professional environment is not that different from other professional environments and therefore is subject to similar issues. Corporate America is taking action to reduce sexual harassment in the workplace, and medicine can follow its lead and take similar actions.
In 1998, the Supreme Court put forth the Title VII Standards of Employer Liability for Supervisors' Conduct in Sexual Harassment Hostile Environment Cases [21] , clarifying that to avoid liability, organizations must train their employees on their anti-harassment policies. Harassment and discrimination training programs have been rolled out across workplaces to different degrees. It is unclear how effective they are because while it is one thing to educate people about harassment, it is another to facilitate the reporting of harassment in a safe manner and yet another to actually follow through and address the concerns. Unfortunately, some workplace training programs are not only ineffective but may actually be detrimental [1, 11, 14, 22, 23] .
The #NowWhat movement [24] is a follow up to #MeToo and aims to bring into the open the discussion about how to address and prevent sexual harassment. Wide-scale, comprehensive reforms to reduce sexual harassment in medicine have been proposed [1, 11, 13] . The medical field is based on measurement and observability. If we bring the same rigor that we apply to medical research to this issue, we can implement programs that are actually effective at combating sexual harassment. We will be successful if we commit to eliminating harassment from our workplaces. It will not happen if, instead, we only commit to meeting legal standards to reduce workplace liability.
One prominent aspect of wide-scale organizational changes that has not received as much attention in medicine but has proven to be highly successful elsewhere is bystander intervention [24] [25] [26] [27] [28] [29] . Members of academic departments should all be educated about the reporting requirements of their institution and any legal reporting obligations that may be specific to their local or state environment. These requirements can vary by institution, by jurisdiction, and over time. For example, Texas recently tightened its reporting requirements for all employees of state universities [30] . In this editorial, we highlight bystander intervention since it is the single most effective evidence-based intervention and can help change the culture and potentially have wide scale impact.
Definitions
First, here are some definitions of terms we are using in our editorial.
Sexual Harassment
Sexual harassment includes unwelcome sexual advances, requests for sexual favors, and other verbal or physical harassment of a sexual nature in the workplace or learning environment [31] .
Victim/Survivor
A victim or survivor is the person at the receiving end of sexually harassing behavior. We use the term survivor in this editorial because for many women physicians the narrative of being a victim does not align with being a physician leader. The perspective in this issue [15] highlights this viewpoint.
Perpetrator
A perpetrator is the person who initiates sexually harassing behavior.
Bystander
A bystander is a person who is present when an event takes place but is not directly involved. Bystanders might be present when sexual assault or abuse occurs, or they could witness the circumstances leading up to these occurrences. For example, if a person makes a sexually suggestive joke about women in general, the person who makes the joke is the perpetrator of sexual harassment, the women present are the survivors, and everyone other than the perpetrator is a bystander.
Why Do Bystanders Play an Important Role?
There are a small number of perpetrators of sexual harassment, a relatively large number of survivors, and a larger number of bystanders. The above definitions drive home that last fact: anyone who witnesses the circumstances leading up to an unwelcome sexual advance or who is present when a negative comment about women as a group is made is a bystander. In any given sexual harassment situation, therefore, there are likely to be a large number of bystanders. Here is where the importance of the bystander comes in, both positively and negatively.
Perspective articles [15] [16] [17] about sexual harassment almost always refer to the presence of peers and colleagues (bystanders) during sexual harassment situations. It is very troubling to read of instances when bystanders invalidated the survivors [15] . It is one of the most potentially negative influences of bystanders: not only do they witness the occurrence, but also they may actually dismiss it, absolve the perpetrator, and put the blame on the survivor.
Bystander intervention training has proven effective on college campuses [25, 26] but has not been widely implemented in medicine. In the sections below, we discuss why bystanders may not intervene and what they can do to help. Once people understand how they can help and that helping does not necessarily require confronting or reporting the perpetrator, they may be more likely to intervene. Further, training and learning from examples might give us the confidence to start a dialog about the prevalence of sexual harassment in our workplaces and how to prevent it.
Why Do Bystanders Not Intervene?
Barriers to bystander intervention fall into three categories: (1) not recognizing that help is needed; (2) not knowing how to help; and (3) worrying that helping will result in negative consequences to self and the accused.
Not Recognizing Help Is Needed
The first barrier to bystander intervention, not recognizing help is needed, is essentially a reflection of the cultural climate. It includes not recognizing situations where harassment is taking place, not recognizing something inappropriate as inappropriate and a form of sexual harassment, and not feeling a responsibility to intervene [32] [33] [34] . This lack of identification of problematic behavior may be a reflection of personal beliefs, based on stereotypes about sexual violence, or due to lack of knowledge about the wide scale prevalence of sexual harassment in one's community [35, 36] .
The bystander also may not understand the intent of the perpetrator and default to innocence. The bystander may not understand the impact of the perpetrated act on the survivor or not understand the survivor's underlying intent. For example, if a perpetrator makes a sexually suggestive comment, it may be viewed as a joke and also may not be clear to a bystander if there is an underlying relationship between the perpetrator and the survivor that makes the joke acceptable. The 2017 perspective by Jagsi [17] led to comments posted by women physicians who recounted personal experiences of sexual harassment. One describes how when the woman shared an incident with a male colleague, he laughed because he thought that the inappropriate behavior of the intoxicated colleague-perpetrator was funny.
To adequately address the barrier of not recognizing sexual harassment, one of the first steps, as proposed by Wainberg et al. in this issue [20] , is to discuss and teach about sexuality, especially during psychiatry residency, as a health and a mental health issue. Making sexuality a topic that is openly discussed in the medical community can be a good starting place. Education should ideally also include the data and facts about sexual violence against women at large, against women with psychiatric disorders [19] , and against trainees and colleagues. In addition, education should include open and honest dialog about changing norms [37] .
One of the negative reactions to the #MeToo movement has been concerned about what is acceptable, leading some to distance themselves from interactions with people of other genders as a protective measure [12, 37] . The reaction may seem exaggerated, but it highlights the need for dialog about societal norms, power differentials, and the varying significance of situations to different people. Recognizing the mismatch in perceptions of a situation between a person with power and a person without power is essential to recognizing the difference between harassment and simple collegial interactions [12, 14, 16, 20] . Here is a simple guideline: if you find yourself making an excuse for someone's behavior by saying, "They didn't mean anything by that" or "Oh, they are harmless" or "They were just joking," it may be time to stop and think if you are absolving a perpetrator and invalidating a survivor.
Not Knowing How to Help
The second barrier to bystander intervention is not knowing how to help or feeling helpless in a problematic situation [32, 34] . The first step to overcoming this barrier is to know the legal and institutional requirements for reporting sexual harassment, the prescribed steps to follow, and any possible penalties or liabilities from failing to report. A bystander who may recognize sexual harassment may not know how to intervene. Studies have found that a large number of people do not know what to do [38, 39] and want guidance about what to do [39] . Reports from survivors [15, 40] show that well-intentioned friends and colleagues might actually make unhelpful suggestions and comments that increase the difficulty of coping and recovery, whereas a helping hand by an observer may diffuse a situation and protect the survivor [17] .
We believe that this feeling of helplessness might be one explanation for the lack of preparedness of psychiatry trainees to address inappropriate sexual behavior by patients as reported by Michael et al. in this issue [18] . They found a very high prevalence of sexual harassment from patients toward trainees. Echoing the findings from studies outside medicine, 95% of the trainees wanted training on how to manage harassing behavior from patients. Sadly, only 5% of the trainees in the sample consistently sought help after such encounters; most chose to not do so. The study found that 70% of the trainees had received no teaching either in a classroom setting or by supervisors on how to handle inappropriate behavior from patients. This finding is not surprising because most faculty have never received such training. However, as we will see in the subsequent section, simply talking about the problem is a powerful form of intervention.
Worrying About Consequences
The third barrier to bystander intervention is concern about the impact of intervention to self and the perpetrator. Even if bystanders recognize that an act is inappropriate, they may not be willing to take action such as reporting it to a third party. Reporting inappropriate behavior can carry with it the fear of retaliation, both overt and covert [11] . A large number of women choose not to report sexual harassment because of the fear of the consequences of reporting [1, [15] [16] [17] . In an academic environment where people in power can both directly and indirectly (e.g., via negative comments) impact someone's career, the fear of retaliation holds for both survivors and bystanders. Unless the workplace leadership is serious about and committed to addressing sexual harassment in a way that protects the survivors and bystanders, reporting inappropriate behavior may come back to haunt the survivor or reporting bystander. Lack of clarity about the consequence of reporting inappropriate behavior can be a powerful deterrent too. Clear organizational policies of zero tolerance with a culture and climate of follow-through result in a significant increase in the willingness of survivors and bystanders to report sexual harassment [41] .
We also may not want to label peers or colleagues as perpetrators because of the potential impact to them. If we witness a single inappropriate act, or even a few inappropriate acts, it may be easier to let the act(s) slide than to potentially incriminate someone we know or work with [42] . Statistics show, however, that the downstream impact of reporting sexual harassment is typically extremely negative for survivors and almost always negligible for perpetrators [1, 11, 16, 17] . Furthermore, studies have found rates of false reports of sexual assault between 2 and 10% [43], whereas a 2016 survey found that only 23% of rapes and sexual assaults were actually reported to the police [44] . Thus, it is much, much more likely that someone will simply not report sexual harassment than make up false accusations.
A person coming forward with a complaint likely means that the person has been receiving such a significant amount of inappropriate behavior that the person is finally willing to risk very negative professional impact to report it. The least we can do as humans and colleagues is to take the person seriously.
The sad reality is that we probably do not have to worry about our perpetrator-colleague; often, no action will be taken against the person, even if guilty, and the person will most likely escape unscathed [1, 16, 17, 45] .
What Can Bystanders Do?
Bystander intervention training addresses the issues raised in the barriers to bystander intervention section above. Various trainings and models exist [46] [47] [48] and have similar principles. Along with any potential mandated reporting, bystanders can help in one or more of the following three ways: (1) diffuse the situation; (2) empathize with and support the survivor; and (3) directly address the perpetrator.
Diffuse the Situation
The first intervention is to distract the survivor or perpetrator or diffuse the situation. A bystander who observes that someone appears to be uncomfortable in a situation can step in to distract the perpetrator. This does not require an overt intervention, which can feel intimidating, but it can be as simple as changing the subject, interrupting the encounter, or distracting the survivor or perpetrator with a side conversation. Another option is to engage the person who appears harassed and help the person leave the situation [17] . Social events lend themselves more to this form of intervention.
A woman astronomer, having gone through the repeated experiences of being harassed at conferences, formed an organization called Astronomy Allies [49] . Members are potential bystanders who have volunteered to help. They follow the lead of the survivor, whether simply to be an empathic ear or a distracter or a diffuser of an inappropriate situation or an ally to help someone get out of an inappropriate situation. They are not active reporters or enforcers; they are there to listen and provide safety. Members wear an "Ally" badge, providing potential harassers a reminder that harassment is not welcome and assuring everyone else that they have an ally nearby.
Bystanders play an important role in everyday workplace encounters and situations, such as when someone makes demeaning or derogatory comments toward a specific gender or race. Addressing these micro-insults and micro-invalidations directly or indirectly can prevent an accumulation of insults to the survivors or intended groups. Addressing them might also prevent macro-assaults by changing what is acceptable in the culture [37, 50] .
Support the Survivor
The second intervention is to empathize with and support the survivor. When a survivor talks about a situation or situations, simply be present and listen actively. If the situation is actively occurring, let the survivor tell you what is needed. If it is not an active, acute situation or when a survivor is willing to share, listening to the survivor and validating the concern is of paramount importance. Validating the survivor's experience does not mean judging the perpetrator. Being present for our colleagues the way we are trained to be present for our patients is an important gift that has been described by many survivors [15] [16] [17] .
Address the Perpetrator
The third intervention is probably the most difficult. It is to directly confront the perpetrator during a sexual harassment encounter. Some of the strategies recommended by the National Sexual Violence Resource Center include being respectful but honestly labeling what is being seen [43] . For example, you can say, "What you just said made me uncomfortable" or "That did not sound appropriate to me." A bystander who does not belong to the target group being harassed, while possibly feeling uncomfortable, is still in a stronger and safer position to speak up than the targeted person.
What Can You and I Do?
It can be difficult to acknowledge that we live in a society where 1 in 5 women and 1 in 71 men are raped at some point in their lives [51] , that the perpetrator is usually not a stranger [51] and that 8% of rapes occur at work [52] . As recently as 2018 [53] , a survey found that 27% of women and 14% of men reported sexual harassment at work. It may be tempting to wonder in what workplaces such incidents occur ("they certainly cannot be any like ours"). In fact, academic workplaces have the second highest rate of sexual harassment, second only to the military [1] . One of us (RA) has spoken extensively about gender and leadership in medicine and psychiatry, and what brought these facts home for both of us was the perspective published in this issue that describes how sexual assault was experienced by one of our own-our colleaguewhile she was in training [15] . That is why each of these stories, while difficult to tell and difficult to read, is an essential part of the #MeToo movement in medicine and psychiatry.
Much of the discussion about bystander intervention is generally applicable and not limited to the field of medicine. We bring the conversation to medicine and psychiatry because human health and behavior are our very job. The #MeToo movement shone a light into our backyard and what we found is not flattering. We understand human beings; we understand sexuality, power dynamics, biases, emotions, and feelings. Yet, we have fallen short in protecting our own and those we serve. Yes, we need organizational changes and interventions, but we can also bring about change as individuals much more directly-by recognizing power dynamics, by realizing that in most inappropriate situations we may be bystanders and, therefore, we have the power to reduce and eliminate sexual harassment. We have to accept and be prepared for our roles as bystanders. The more we do, the easier it becomes. Studies have found that an increase in confidence in their skills leads to an increase in the likelihood of bystanders intervening [26, 46] .
We can extend the individual responsibility and take it on in our professional societies. If at each meeting, conference, or social event, we follow the example set by Astronomy Allies [49] , we will not have to wait for our individual workplace organizations to take action-we can bring about the change to the culture of medicine ourselves.
We hope that the articles in this issue of the journal inspire our readers to be open to the presence of sexual harassment in our field. And we hope that you choose to do something about it as individuals. Further, we hope that the articles inspire you to bring the hallmark of our profession-scientific inquiryto better understand sexual harassment in our field and find solutions to eliminate it.
